Two cases of Klebsiella ozaenae septicemia from the National Hansen's Disease Center, Carville, La., are discussed: one fatal and one nonfatal. Although both patients had nasal complications of Hansen's disease (leprosy), the organism was grown initially from spinal fluid, blood, and wound cultures. This report confirms the potential pathogenicity of the K. ozaenae species and its widening disease spectrum.
Klebsiella infections usually result from K. pneumoniae species (3) , but recent reports have documented the importance of infections with other Klebsiella species (1, 5, 6, 8) . K. ozaenae and K. rhinoscleromatis infections are relatively rare and usually confined to patients with chronic rhinitis, sinusitis, or nasal atrophy (8) . At the National Hansen's Disease Center in Carville, La., chronic rhinitis is seen frequently with lepromatous Hansen's disease (HD; leprosy). Colonization of the nasopharynx with K. ozaenae is not rare; nearly 20% of all positive nasal and sputum cultures include K. ozaenae in mixed cultures. However, bacteremia with K. ozaenae is rare, reported in only five cases to date, and all but one of these were fatal (1, 5, 6 [2] ) in the API 20E system (Analytab Products, Inc., Plainview, N.Y.). The strain was sensitive to ampicillin, chloramphenicol, carbenicillin, and the aminoglycosides as measured with standardized disk agar diffusion techniques (C. Thornsberry, Centers for Disease Control Laboratory Update no. 80-22, Bacteriology Division, Atlanta, Ga., January 1980). Cultures of thick sputum yielded Citrobacter diversus, Staphylococcus aureus, and Pseudomonas aeruginosa, and urine cultures also grew S. aureus and C. diversus. After the first week, treatment was changed to oral ampicillin and intramuscular gentamicin until the patient relapsed with fever, dehydration, and recurrent obtundation in spite of normal renal function. Intravenous gentamicin was restarted and continued until day 12 of hospitalization, by which time there was resolution of his neurological signs. A repeat spinal tap on day 14 of hospitalization was normal. The patient felt better, was afebrile, had a leukocyte count of 5,300/mm3 with only 4% bands, and had normal chemistries. On day 22 of hospitalization, shortly after voiding, the patient suddenly became tremulous and died, possibly from acute myocardial infarction. An (11) . Prednisone was continued for severe reaction (60 to 100 mg daily), and the hands and wrists were splinted. The patient's glucose 6-phosphate dehydrogenase enzyme activity was normal, and dapsone (100 mg daily) and rifampin (600 mg daily) treatment was begun. The patient deteriorated clinically, however, with high fevers, lymphadenopathy, and weakening of the bands bilaterally. He suffered a transient right-sided facial nerve paresis, reversed only with high doses of prednisone (100 to 200 mg daily). The hemoglobin dropped from 15 to 6 g/dl, and the hematocrit fell from 45 to 29%. The leukocyte count remained at 11,000/ mm:' throughout his hospitalization, and platelets were normal.
The patient now had a temperature of 39°C and large, hemorrhagic skin ulcers. Dapsone and rifampin were discontinued, and clofazimine (B663, Lamprene) was started. K. ozaenae was grown from one leg ulcer and all four blood culture bottles. Although there was neither clinical nor radiographic evidence of pneumonia, induced sputum cultures grew K. pneumoniae. The patient was begun on intravenous ampicillin and gentamicin, but ampicillin was discontinued 3 days later and doxycycline was begun because the strain of K. ozaenae was seen to be resistant to ampicillin with less than an 11-mm zone of inhibition on disk agar diffusion plates. The patient responded well to 2 weeks of gentamicin and oral doxycycline, decreasing amounts of steroids, and iron supplements. After 3 months, he returned home on clofazimine (100 mg daily) and prednisone (50 mg on alternate days) therapy. Six and 12 months later, on follow-up examinations, the patient was asymptomatic. Nasal cultures grew S. aureus and K. ozaenae, but the strain of K. ozaenae isolated at 6 months was fully sensitive to ampicillin whereas that isolated at 12 months was again resistant to ampicillin.
Discussion. K. ozaenae is usually a pathogen of the nose in patients with chronic mucopurulent or atrophic rhinitis (8, 12) . Recent reports suggest that, although K. ozaenae isolates are much rarer than K. pneumoniae, K. ozaenae infections may involve not only the head and neck but also the colon, urine, blood, soft tissues, and even the meninges and blood (1, 5, 6) . Clinical features of seven patients with K. ozaenae septicemia described in the literature are shown in Table 1 . Factors associated with K. ozaenae bacteremia include rhinitis and malignancy, alcoholism, immunosuppression, previous antibiotic usage, and old age, many of which predispose the host to gram-negative colonization in general (4, 7, 9, 10) . Our first case of K. ozaenae septicemia was an elderly male with chronic pulmonary disease and alcoholism, and the second case, although young, was acutely ill with active lepromatous HD and erythema nodosum leprosum for which he was receiving high doses of prednisone. Besides this second case, only one other nonfatal case of K. ozaenae septicemia has been reported (case no. 3 of Table 1 ) (5).
Some strains of K. ozaenae appear to be sensitive to ampicillin and carbenicillin (1), unlike the antibiotic susceptibility of K. pneumoniae (3, 10) . Both ampicillin-sensitive and ampicillinresistant strains of K. ozaenae have been reported to cause septicemia, possibly depending upon previous antibiotic usage (1, 5) . Resistant strains are appearing more frequently at the National Hansen's Disease Center; in the second case reported, both sensitive and resistant types appeared at different times within the same patient. He probably had K. ozaenae colonization of the nares as well as the leg ulcer, but nasal cultures were not obtained on the first admission. Of the two K. ozaenae septicemia patients seen at Carville, the first patient's organism was ampicillin sensitive, whereas the second patient's blood isolate was ampicillin resistant. Of 16 strains of K. ozaenae isolated at Carville in 1980, all were sensitive to amikacin, cephalothin, chloramphenicol, gentamicin, kanamycin, streptomycin, and tetracycline. However, 81.2% were resistant to ampicillin, and 87.5% were resistant to carbenicillin.
Throughout 1980, about 200 Carville patients suffered from bacterial infections of the lower extremities, urine, upper extremities, respiratory tract, eye, soft tissues, and blood (given in descending order of frequency). From 24 patients, 40 isolates of Klebsiella species were obtained; 16 of the 40 isolates were due to K. ozaenae (40%), and they occurred in 12 of the 24 patients (50%) with Klebsiella isolates in 1980. Seventy- 
